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Introduction

HIV/AIDS case management provides a system of case management based upon the changing
needs of enrolled clients. Medical and Ndedical Case management in Georgia is available
statewide through Ryan White HIV/AIDS Programs that receive federal fundgsHeohtealth
Resources and Services Administration (HRSA). Funded case managers in the state also provide
referrals to support services such as transportation, housing, food bank$ieats.who receive
anyRyan White Part B funded service should be éedah Case Management.

The purpose of the Georgia HIV/AIDS Case Management Standards is to provide guidance to
funded agencies and case managers that will assist in fulfilling the Ryan White Part B Office of
HIV/AIDS minimum expectations for case managam These Standards are not meant to
replace or override existing, more detailed standards that provider agencies may already have in
place. If any agency is unable to meet case management standards, there must be documentation
explaining why they were @ble to meet the standards. The Standards are intended to assist the
agency and case managers in fulfilling the following goals of case management:
1 To increase the quality of care and quality of life for persons living with
HIV/AIDS
1 To improve service codmation, access and delivery
1 To reduce the cost of care through coordinated services which keep persons living
with HIV/AIDS out of urgent care centers, emergency rooms and hospitals
1 To provide client advocacy and crisis intervention services

Background

The HIV services system provides several types of coordination, referral, and dqlis@rvices

that eliminate barriers and help people with HIV get connected and stay in care. Medical Case
Management (MCM) is the backbone of the HIV services delivestesyand the primary way

of ensuring that people with HIV access, receive, and stay in primary medical care. MCM assess
the primary and immediate needs of people with HIV, coordinate referrals, and-tgilaith

critical core medical and support serviteensure people with HIV remain in medical care. The
services that are provided are in alignment with the National HIV/AIDS Strategy and focus on
entry into care, retention in care and viral load suppression.

The continuum of interventions that begins with outreach and testing, and concludes with HIV
viral load suppression is generally referred to as the HIV Care Continuum or the HIV Treatment
Cascade. The HIV Care Continuum includes the diagnosis of HIV gentaprimarycare,

lifelong retention imprimarycare, appropriate prescription of antiretroviral therapy (ART), and
ultimately HIV viral load suppression.
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Subrecipients are encouraged to assess the outcomes of their programs along the HIV Care
Continwm. Funded agencies should work with their community and public health partners to
improve outcomes across the Continuum, so that individuals diagnosed with HIV are linked and
engaged in care, and started on ART as early as possible.

Section 1: Case Managment Defined

Case management is a directed program of care and social service coordiyaitaily,

clients are enrolled into case management to ensure a more comprehensive continuum of care, if
needed. They are also enrolled if they exhibit a needvaate coordination with services that
provide assistance with obtaining social, community, legal, financial and other needed services,
as well as followup to medical treatment. There are many definitions that vary among agencies;
however, the definition of case management used will be thatHR8A PCN #1602 for Ryan

White Programs:

Medical Case Management, including Treatment Adherence Services: Medical Case
Management is the provision of a range of chegntered activities focused on improving health
outcomes in support of the Hisare continuum. Activities may be prescribed by an
interdisciplinary team that includes other specialty care providers. Medical Case Management
includes all types of case management encounters (e.gtoffaxe, phone contact, and any
other forms of comunication). Key activities include:
1 Initial assessment of service needs
1 Development of a comprehensive, individualized care plan
1 Timely and coordinated access to medically appropriate levels of health and
support services and continuity of care
Continuousclient monitoring to assess the efficacy of the care plan
Re-evaluation of the care plan at least every 6 months with adaptations as
necessary
T Ongoing assessment of the clientédés and
personal support systems
1 Treatment aderence counseling to ensure readiness for the adherence to complex
HIV treatments
1 Client-specific advocacy and/or review of utilization of services

E

In addition to providing the medically oriented services above, Medical Case Management may
also provide bnefits counseling by assisting eligible clients in obtaining access to other public

and private programs for which they may be eligible (e.g., Medicaid, Medicare Part D, State
Phar macy Assistance Progr ams, PharPmgransut i c al
other state or local health care and supportive services, and insurances plans through the health
insurance Marketplace/Exchanges).

Medical Case Management services have as their obj@tipreving health care outcomes,
whereas NotMedical CasdManagement Services have as their objective providing guidance
and assistance improving acces# needed services.
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Visits to ensure readiness for, and adherence to, complex HIV treatments shall be considered
Medical Case Management©utpatient/Ambulatory Health Services. Treatment Adherence
Services provided during a Medical Case Management visit should be reported in the Medical
Case Management service category whereas Treatment Adherence services provided during an
Outpatient/Ambultory Health Service visit should be reported under the Outpatient/Ambulatory
Health Services category.

Non-Medical Case Management Services: Nddadical Case Management Services (NMCM)
provide guidance and assistance in accessing medical, social, copnegyail, financial, and
other needed services. NMedical Case Management services may also include assisting
eligible clients to obtain access to other public and private programs for which they may be
eligible, such as Medicaid, Medicare Part D, SRftarmacy Assistance Programs,
Phar maceuti cal Manufacturerds Patient Assista
supportive services, or health insurance Marketplace plans. This service category includes
several methods of communication incluglfae-to-face, phone contact, and any other forms of
communication deemed appropriate by the RWHAP Part recipient. Key activities include:
1 Initial assessment of service needs
1 Development of a comprehensive, individualized care plan
1 Continuous client motoring to assess the efficacy of the care plan
1 Reevaluation of the care plan at least every 6 months with adaptations as
necessary
1 Ongoing assessment of the clismind other key family membérseeds and
personal support systems

Non-Medical Case Manageent Services have as their objective providing guidance and
assistance immproving accest needed services whereas Medical Case Management services
have as their objectivienproving health care outcomes

The Case Manager

Roles of a Case Manager

Theroles of the case manager are varied and require that case managers assist clients in
addressing problems in all facets of their lives. Case managers oftentauttare not limited to
the following roles:

Advocate

Counselor

Problem Solver

Coordinatowith Service Providers

Planner

Prudent Purchaser

= =4 =4 -8 -8 -9

Skills of a Case Manager

In addition to requiring that staff be knowledgeable in all areas listed above, case managers must
possess a wide range of skills in order to carry out their funciidvescase manager must have
considerable skills in locating, developing, and coordinating the provision of supportive services
in the community, as well as skills in coordination and follgwof medical treatments and
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adherence counselingcase managerso benefit from training in the following areas regardless
of their educational background:

1 Case management process (Intake, Assessment, Care Plan Development and
Implementation, Coordination of Services, MonitoringR&luation, and
Documentation)

Interviewing

Oral, written, and communication skills

Establishing rapport and maintaining relationships

Knowledge of eligibility requirements for applicable local, state and federal
programs

Community organizations

Consultation strategies

Basic working knowledgef HIV/AIDS

Basic understanding of highly active antiretroviral therapy (HAART) including
treatment adherence

Record keeping and documentation

Knowledge regarding the current standards of HIV/AIDS care and case
management processes

= =4 =4 -4 = =4 =4 4

= =

All staff should be pvided oppatunities for training to become familiar with the particular

aspects of HIV/AIDS to better understand the needs of the clients served. Case managers should
be provided an opportunity for training in all aspects of the disease includingraiadiand

follow-up of medical treatments and the provision of treatment adherence counseling.
Publications and newsletters relating to HIV/AIDS can provide informative reading material for
case managers. All case managers need to be trained in thestate approved forms and

methods of documentation.

Casdoad Size
Caseload size is one of the most important factors affecting job performance. Generally, a
caseload of up to 1:75 is considered optimum for the reasons stated above, but few case
management agencies have caseloads at this level. Limiting caseload below 75 clients is
encouraged, but caseloads are generally 75 or above. When caseloads increase above 75 clients,
the nature of the case manager6s role may cha
1 Interactions with clients can become reactive rather than proactive
1 More demanding clients may receive the greatest amount of attention from the
case manager
1 Case managers may not have enough time to develop a suitable rapport with the
client
1 To save timegase managers may do more for clients ratr@rworking with the
clients to foster their independence
1 Lastly, more time will be spent on documentation requirements, data collection
and reporting
1 Staff turnover may increasecondary to burnout
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Caseload i ze al one is not necessarily indicative
the clientdés i1illness and/or the emergency <cir
housing needs) often dict at e sserhanagerssshoaldlee man a
assigned caseloads in a number of ways including caseload number, specialization of cases, level

of acuity, and clientds geographic | ocation.
cases. Case management programs shotallis a fair method of assigning caseloads based

on the unique makaep of the HIV/AIDS population in their service area.

Table 1. Case Management Personnel

Standard Measure

1.1 Newly hired HIV case managers will have the following minimu| Resume in personnel file.
qualifications:

1 The appropriate skill set and relevant experience to prov
effective case management, as well as, be knowledgeab
about HIV/AIDS and current resources available.

1 The ability to complete documentation required by the ca
management posgin.

f Have a Bachelorbés Degree
Registered Nurse with at least one year of Case Manage
experience. One year of fdllme (or equivalent patime)
work experience in social services delivery (case
management, outreach, preventeducation, etc.).

1.2 Newly hired or promoted HIV Case Manager Supervisors will hl Resume in personnel file.
at least the minimum qualifications described above for case
managers plus two years of case management experience, o
experienceelevant to the position (e.g., volunteer managemer
experience).

1.3 Case management provider organizations will give a written joli Written job description on file
description to all case managers and all case manager super

1.4 Case managers will comply with the Georgia HIV/AIDS Case | Review of case managemen
Management Standards. records.

1.5 Case managers will receive at least two hours of supervision p{ Documentation in personnel
month to include client care, case manager job performance, | file of case manager job
skill development. performance.

1.6 The optimum caseload per case manager is up to 75 active cli¢ Observations during site visi
and selfreport by case

manager.
1.7 Case managers will receive training on the Case Management| Documentation in training
Standards and standardized forms. records/personnel file.
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1.8 Case managers will participate in at least six (6) hours of Documentation iftraining
education/training annually. records/personnel file.

1.9 Each agency will have a case management supervision policy.| Written policy on file at
provider agency.
1.10 Each agency must maintain the Case Managers credentials § Documentation of credential

evidence of training of health care staff providuzge in records/personnel file.
management services.

Agency Policy and Procedures

The objective of the policies and procedures standard is to ensure that agencies have policies and
procedures in place that:

1 Establish clientligibility

1 Guarantee client confidentiality

1 Define client rights and responsibilities

1 Outline a process to address client grievances

1 Uphold Health Insurance Portability and Accountability Act (HIPAA) policy
Eligibility Policy

Agencies must establisitient eligibility policies that comply with state and federal regulations.
These include screenings of clients to determine eligibility for services witkg Hays of

Intake. Agencies must have documentation of eligibility in ofserécords includingroof of

HIV/AIDS positive medical diagnas, must be a Georgia resident, income at or below 400% of
the Federal Poverty Level (FPL) and must have no other payer source for the services provided.

Confidentiality Policy

A confidentiality policy protectslientds personal and medical information such as HIV status,
behavioral risk factors, and use of services. The confidentiality policy must include consent for
release of information and storage of <cliento

Client Right and Responsibilities Polig

Active participation in oneod6s health care and
guality of care and quality of life for people living with HIV/AIDS. Case Managers can facilitate

this by ensuring that clients are aware of and understandities and responsibilities.

Grievance Policy

An agencyb6bs grievance policy must outline a c
manager or agency is treating him or her unfairly or not providing quality services. The

grievance procedure raube posted and visible to clients.

Health Insurance Portability and Accountability Act (HIPAA)

An agency must provide the client with the ag
of service delivery as required by the Health Insurance&aBibty and Accountability Act of
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1996 (HIPAA). Obtain a signed copy of the patient acknowledgement of Notice of Privacy
Statement (HIPAA form). Provide the client with a copy of the signed statement

Table 2. Agency Policy and Procedures

Standard

Measure

2.1 Each agency must have an eligibility policy and
procedure that comply with state and federal regulat
(i.e., linguistically appropriate for the population bein
served)

Written policy on file at provider agenc

2.2 Each agency must have a client confidentiality policy
(i.e., linguistically appropriate for the population bein
served). Every employee must sign a confidentiality
agreement.

Written policy on file at provider agenc
Copy of signed confidentiality agneent
in personnel file.

2.3 Each agency must have grievance policies and
procedur es; and cliento
linguistically appropriate for the population being
served).

Each agency must implement, maintain, and display
documentato r egar ding client 64
clientds rights and respo

Written policy on file at provider agenc

Grievance procedu
and responsibilities displayed in public
areas of the agency.

2.4 Inform the client of e client confidentiality policy,
grievance policies and
and responsibilities at Intake and annually.

The case manager and client will sign documentationofic | i ent 6 s ri ghts a
above. The case manager will provide the client with coy
of the signed documents. Signed document at

Documentation in
indicating that the client has been
informed of the confidentiality policy,
grievance policies and procedures and

2.5 Obtain written authorization to release information fo
each specific request. Each request must be signed
the client or legal guardian. (e.g., linguistically
appropriate for the population being served)

Note: If releasing AIDS Confidential Informatio(ACI), the
client must sign an authorization for release of informatig
which specifically allows release of ACI. (Séeorgia Cods
Section 249-47 for medical release of ACI.)

Release of information forms signed by
client in case management record.

26Provide the client with
Practices on the first date of service delivery as requ
by the Health Insurance Portability and Accountabilit
Act of 1996 (HIPAA). Obtain a signed copy of the
patient acknowledgement of NoticeRrfivacy
Statement (HIPAA form). Provide the client with a cg

of the signed statement.

Signed acknowledgement of Notice of
Privacy Statement (HIPAA form) in the
clientds record.
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Section 2: Intake Overview

The purpose of the Intake process is to ensure the client understands what medical case
management is and that the client is currently not receiving this service elsewhere. Itis
extremely important to provide mandated information and obtain requiredntenseleases, and
disclosure. An Intake is also a time to gather and provide basic information from the client with
care and compassion. It is also a pivotal moment to establish trust, confidence, and rapport with
the client. If there is an indicationatthe client may be facing an imminent loss of medication

or other forms of medical crisis, the Intake process should be expedited and appropriate
intervention should take place prior to formal enrollment.

Five steps must be completed for every cliehbws new or reenrolling into case management:

Client Intake, Income/Expense Spreadsheet, Acuity Scale, Individualized Service Plan (ISP), and
case notelocumentationTheabovementionedorms will be discussed in further detail

throughout this document.

1) Intake

The first step in the enrolliment process is to complete the Client Intake form. Upon completing

this form, thecase manager will review all documents to ensure that the requested information

has been provided, signed by both client and case manager and that all supporting documents are
attached. The Client Intake must be completed withiBQ 8ays of beginning thaitial Intake
assessment depending on the clientds | evel of
Intake can be found on pagkk13 and the Case Management Intake form is located in

AppendixA.

2) Income/Expense Spreadsheet

The second docuemt to be completed is the Incohiexpense Spreadsheet. This document will

tabulate as numbers are entered into the cells. The purpose of this form is to obtain information
regarding a clientds financial expeustbes/ resou
completed within 180 days of beginning the initial Intake. The spreadsheet is located in

AppendixB.

3) Acuity Scale
The third step is to complete the Acuity Scale assessment. It is not necessary for a client to sign

this document, only the case manager. The scale is a tool for case managers that can be used in
conjunction with the initial Intake to develop an ISP. Tloeily Scale translates the assessment

into a | evel of support designed to provide a
functioning. This document must be completed withirfB05days of beginning the initial Intake
depending on the levef acuity. Additional information regarding the Acuity Scale can be found

on paged4-16 and the Case Management Acuity Scale is located in Appéndix
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4) Individualized Service Plan (ISP)

The fourth step is to develop the initial comprehensive ISP, vduioktitutes another essential
function of case management. The | SP is the i
delivery of services. The primary goal of the ISP is to ensure @iantess, retention, and

adherence to primary medical care by removing barriers to care. A comprehensive assessment is
developed using information gathered while completing the Intake and Acuity Scale to determine
the I evel of clientds needsmationidthegn asedstmdevaelop s up p
a mutually agreed upon comprehensive ISP with specific goals and action steps to address
barriers to care. The |1 SP6s s h§gpacifigMdasralbdee vel op
Attainable Realistic, andlime SpecificA comprehensive ISP should be signed by both the

client and case manager within-36 days of beginning the initial Intake process depending on

the level of acuity. Additional information regarding the ISP can be found on p&@dsand in

AppendixD.

5) Case NoteDocumentation

The final step is to complete a case note that contains specific details to explain information

gathered during the Intake process as well as other relevant information. Case note

documentation, regardless of complexity, must be comprehensive enougpadd siup design

and implementation of the ISP and the nature of case management services provided. A client's
history is usually reflective of trends and may offer valuable insight about what to expect in the

future. It is important that the case managkrsumentation reflects the following: subjective

(what you hear) and objective (what you see) observations (e.g. changes in health status or

feelings of anxiety or depression). Document any actions done in response to the observations

and the clientsrespn s e t o the actions. To provide a mor
situation, the case manager may docurttemtclients , f ami | y member or si gn
actual response (verbal or neerbal)to any aspect of care provided. A verbal responsebeaay
documented using quot at i-eerbal re§penseg shoufd beedespribeds e 0

in as much detail as possible. This case note documentation must be completed v@hin 15

days of beginning the initial Intake. Additional information regagatase notes can be found on
page22-25.

Section 3: Initial Intake

The case manager should become familiar with the eligibility requirements of numerous
assistance programs to better meet the needs of the client. The Ryan White HIV/AIDS Program
requires that funds are utilized as the payer of last resort. The following eligibility documents
must be provided during intake: proof of HIV/AIDS positive medical diagngsoof of Georgia
residency, income at or below 400% of the Federal Poverty (ER&) and must have no other
payer source for the services provided.

An I ntake is the for mal process of collecting
services and his/her immediate service needs. During the Intake, clients sho@itdrbedrof

the case management services available that can assist them with maintaining their wellbeing and
independence. The information collected during the Intake process provides the basis for

obtaining an informed consent for case management serviddsraconducting the

comprehensive needs assessment.

Last Revised!/102018 Pagell of 55



[E——] CascManagement Standards

The following are objectives of an Intake: establish rapport and trust between the client and case
manager, determine the cli@tmmediate need and link them to the appropriate resources,

inform the client of the scope of services offered by the Ryan White program including benefits

and limitations, inform the client of his/her rights and responsibilities as a participant in the
program, and obtain the clientds informed con
should allow the interactions with the client to evolve in such a way that the client feels free to
express his/her needs openly and for those needs to be detged/by the case manager.

An Intake must be completed for new orererolling case management clienftke client should

serve asheprimary source of information; a case manager should actively engage the client in

the assessment process. Clients may be asked to identify their own strengths/weaknesses and to
assist in identifying support services that will be needed for independent [The healthcare

team may be contacted for more information re
support services. Additional sources of information might include hospital or social service

agency records, family, friends, and therapists. Theseces of information must be utilized

only with the knowledge and consent of the cliént. ve maj or areas of a cl i
consideration when conducting brtakeinclude the following:

1. Clinical/Medicali Thi s i ncl udes di lsealthsasus, diagnosi§, t he c |l i
possible treatments, the clientds right to
and access to primary care.

2. Psychgociali Thi s i ncl udes di scussi orfuncbohingtaide <c | i e
past coping stragies that were tried\ review of available resources for client support
an assessment o flwedkhessesupportegroupsnd lardersroecareg t h s
should also be addressed.

3. Sociali Thi s includes di scussi osgnifecdntothéreeandc | i ent 0
cul tur al background. The case manager shou
and significant others, if the client wish

domestic partners and others are essential toithe ¢l t 8bgingwléi$ retwork can
provide a range and depth of services which can only be enhanced.

4. Economici This includes the current financial resources and insurance covanage,
financial assistance that has not been explored (i.e., food, hptamgportationetc).
Budget counseling and debt management should be provided as an optiesouites
including but not limited to employment adasability coverage should be explordthe
client and family should be educated about insurancesssugterminology. (See
Appendix 2. Income/Expenses Form.)

5. Culturali This includesassessing culturally specific needs of the client and ensuring that
case management services are provided in the preferred language of the client. Please
note that it is ot encouraged to rely on children or family to interpret for the client.
Language assistance may be necessary to interpret and/or translate key information
including, but not limited to, the consent for services, consent for release of
medical/psychosociahformation, grievance policy and any other similar documents that
a provider might typically use during service provision to clients.
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Typically, the initial interaction with the client regarding case management services will occur
via faceto-face or telephone. However, the Intake can be conducted in other locations such as:
office, hospital, clinic, home, or shelters. The Intake is necessagtaomine whether the client

is experiencing a crisis situation and/or requires an immediate referral. The case manager and
client will discuss services offered, the expectation from both client and case manager, and
requirements to access case manageneewicss. It is during this interaction that the case

manager and client establish the basis for developing rapport and trust, which are essential
elements of case management. This information must be discussed during the Intake in order to
avoid future misommunication and inappropriate expectations.

If it is determined that the client is eligible for HIV/AIDS services the case manager or another
staff member should proceed with the following:

1 Obtain consentforservc es based on agencyds policie
1 Explainmedical and support services available atingiocase management
procedures
T Expl ain the ag-aoursywéekend, analady policies(d f t e r
applicable)

T Explain the agencydés gri evaentcightsand! i cy,
responsibities

1 Advise client of his/her rights to confidentiality as specified by state statutes and
obtain authorization to release culaintial information as needed

T I'nitiate a client file/lrecord to be mai
involvementwith the case management agency

Note: The client must sign an authorization for release of information, which specifically allows
release of AIDS Confidential Information (ACI). (Séeorgia Code Section 2447 for medical
release of ACI.)

Table 3. Intake

Standard Measure
3.1 Determine Ryan White Part B eligibility for | Documentation of eligibility in clier@ records
services. including proof ofHIV/AIDS positive medical

diagnoss, proof of Georgia residency, income g
or below 400% of the Federal Poverty Level
(FPL) and must have no other payer source fol
the services provided.
320bt ain client6s aut h SignedRelease (or NRelease) of Information i

release informatiorf there is an immediate clientbs record.
need to release or request information.

3.3 Complete the Initial Intake, Income/Expense| Completed IntakdhcomeExpenseSpreadsheet,
Spreadsheet, Acuity Scale, initial ISP, and c{ AcuitySc a |l e , initial | SP
note within 1530 days of begiring the initial | record.

Intake assessment.

Last Revised!/102018 Pagel3of 55


https://law.justia.com/codes/georgia/2010/title-24/chapter-9/article-2/part-2/24-9-47/

[E——] CascManagement Standards

Section 4: Acuity Scale

All new and reenrolling clients must have an Acuity Scale completed. The scale is a tool for the
case managers to use in conjunction with the initial Intake to develop an Individualized Service

Plan (ISP). The intent is to provide a framework for documgninportant assessment elements

and standardizing the key questions that should be asked as part of an assessment. This scale also
translates the assessment into a level of programmatic support designed to provide the client
assistance appropriate to ith@ssessed need and function.

The case manager cahhis/her discretiomcrease thacuity kevelbased upoiis/her

assessment and client needs, iteere are circumstances whiclticatethe clientmaybenefit

from additionalservicesor support. An assigned acuity lexsgn be increasedbut not
decreasedThe acuity level can only be decreased after completing a new Acuity Scale, which
indicates a lower level of acuity than the previguatedAcuity Scale

Acuity Levels
Level 1 and? clients are lower levels of acuity, which require less intensive case management

services. Level 3 clients are at a higher acuity level which require more case management
services. Level 4 clients are at the highest acuity level which require inteasevenanagement
services. Appropriate case management activities are assigned in accordance with the Activities
by Acuity Level document according to the indicated acuity scale levels. Below are the Acuity
Levels, point values and a brief description ofiant who has been assigned that level of acuity.

Level 1 SeltManagement 16-17 points
Selfmanagement is appropriate for clients who are adherent to medical care and treatment, are
independent, and are able to advocate for themselvestiay need occasional assistance

from the case manager to update eligibility forms. These clients have demonstrated capability of
managing self and disease, are independent, medically stable, virally suppressed and have no
problem getting access to HNae. Additionally, their housing and income source(s) should be
stable. If clients have a mental health diagaabey should be in the care of a mental health
provider and adherent to their treatment plan. If clients have a history of substance abuse, they
should have more than 12 months of sobriety and should preferably be accessing continued
support services tmaintain their sobriety. The majority of case management services provided
will be nonmedical vs. medical. The objective is to provide guidance and assistance in
improving accest needed services. Revisiofithe acuity scale and ISP must occur at least

every 6 months with adaptations as necessary.

Level 2 Supportive 18-22 points

Supportive case management is appropriate for clients with needs that can be addressed in the
short term. Clients should be adherent to their medicalacat¢reatment, independent, and able

to advocate for themselves. Additionally, these clients require minimal assistance and their
housing and income source(s) should be stable. Clients may require service provision assistance
no more that -3 times a yeaif the clients hava mental health diagnos they should be in the

care of a mental health provider and adherent to their treatment plan. If clients have a history of
substance abuse, they should have no less th@months of sobriety and shouldefarably be
accessing continued support services to maintain their sobriety. This includes the provision of
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advice and assistance in obtaining medical, social, community, legal, financial, and other needed
services. The majority of case management serpicasded will be normedical vs. medical,

the objective is to provide guidance and assistanoeproving accest needed services.

Revisionof the acuity scale and ISP must occur at least every 6 months with adaptations as
necessary.

Level 3 Intermediate 23-37 points

Intermediate case management is appropriate for clients who are considered medically case
managed. Coordination and follewp of medical treatmemt a component of medical case
management. These clients require assistance to access and/or remain in care, and are at risk of
medication and appointmenon-compliance They may have opportunistic infections and other
co-morbidities that are not being tted or addressed and have no support system in place to
address related issues. The case manager should ensure timely and coordinated access to
medically appropriate levels of health and support services, and continuity of care, through
ongoing assessmeotf t he cl i entdés and other key family
systems. Key activities include but are not limited to: completing initial Intake within 30 days of
beginning Intake, development of an individualized service plan (ISP) within 30oflay

beginning Intake, and fevaluation of the acuity scale and ISP with a revision at least every 6
months. The majority of case management services provided will be medical ¥ysedmal

and the objective is timprove health care outcomd3ocumentaon should be reflective of

goals, activities and outcomes in the case notes. Consultation with aliscifiinary team, case
management supervisor and/or others as needed should be documented.

Level 4 Intensive 38-56 points

Intensive ase management is appropriate for clients who are considered medically case
managed. These clients require assistance to access and/or remain in care. The clients are at risk
of becoming lost to care and are considered medically unstable without MCNMuassiki

ensure access and participation in the continuum of care. The case manager should ensure timely
and coordinated access to medically appropriate levels of health and support services, and
continuity of care, throsghlnandihreg &eyedamen
needs and personal support systems. Key activities include but are not limited to: completing
initial Intake within 15 days of beginning Intake, development of an individualized service plan
(ISP) within 30 days of beginnirigtake, and reevaluation of the acuity scale and ISP with a

revision at least every 3 months. The majority of case management services provided will be
medical vs. normedical and the objective is itmprove health care outcomd3ocumentation

should beeflective of goals, activities and outcomes in the case notes. Consultation with a
multi-disciplinary team, case management supervisor and others as needed should be
documented.

Upon completing and scoring the Acuity Scale, the Activities by Acuity lLéveument in
Appendix 5 provides timelines and activities that must be followed depending on the acuity level
score. Information obtained while completing the Acuity Scale carsdzeto develop the ISP.

After the initial documents have been compldtada new or reenrolling client, the next step is

to determine when the Acuity Scale and ISP will need to be revised. For level 4 clients, this will
be at least every 3 months. LeveB tlients, will require revision at least every 6 months.
However theISP and Acuity scale can be updated more frequently if needed.
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Table 4. Acuity Scale

Standard

Measure

4.1 All new or reenrolling case management clie
charts will have a completed Acuity Scale
within 15-30 days of initial assessment.

Acuity Scale musbe assessed and a score
assigned ahin the client chart.

4.2 All case managed client charts containing a
completed Acuity Scale will have a level of
acuity assigned.

Every Acuity Scale must contain the Total Scof
and Assigned Acuity Level reflective on each
completed Acuity Scale Assessment and in the
client chart.

4.3 All Acuity Scale assessments will be updateg
in accordance with the Activities by Acuity
Level document. (see Appendix 5)

At a minimum the Acuity Scale should be revis
as follows:
Level 47 Every 3 months.

Level 137 Every 6 months.

Section 5: Individualized Service Plan (ISP)

The development of the ISP consists of the translation of information acquired during Intake
and/orcompletion of theacuity scale into short and loigrmobjectives for the maintenance and
independence of the client. The service plan includes: identification of all services currently
needed by the client; identification of agencies that have the capacity to provide needed services
to the client; specificatin of how the client will acquire those services; the procedure that will be
followed to assure the client has successfully procured needed services; and a plan for how the
various services the client receives will be coordinated while specifically dgfiménrole of the

case manager. Client participation in the development of the service plan is encouraged to the
fullest extent possible. In particular, client feedback should be obtained on each element of the
service plan before it is implemented.

Everynew or reenrolling case management client must have an ISP completed and signed by
both the case manager and client. Additionally, there must be an ISP completed for every new
and recertifying Ryan White Part B ADAP/HICP client at least every 6 morittas

ADAP/HICP client already has a case manager, the same ISP can be utilized for the
ADAP/HICP client charts. Any client who only receives ADAP/HICP must be informed of the
additional services offered lilge Ryan White Part B Program. If the client dissito decline
theseadditional services except for ADAP/HICP, the client must sign a Declination of Services
except ADAP/HICP form.

The primary goal of the ISP is to ensure clients access, retention, coordination of care and
follow-up, and medical/treatent adherence to primary medical care by removing barriers to

care. A medical, psychosocial and financial portrait of the client is created using information
gathered during the Intake and acuity scale process. The information is then utilized to @aevelop
mutually agreed upon comprehensive ISP with specific goals and action steps to address barriers
to care.
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The |1 SP is the Abridgeo from the assessment p
constitutes another essential function of case managelnierdeveloped on the basis of the

information obtained from the client assessment and pinpoints the individualized needs of the

client and links the appropriate services with the needs. The ISP is a map of actions that

documents the interventions, acis) responsibilities and timeframes needed to meet the

identified goals. Interventions and actions may be immediate, short term or future focused.
Future focused interventions anticipate a per
role of prewention. The realistic needs of the client should be reflected in the development of the

plan. The ISP must include coordination and foHagvof medical treatments and treatment

adherence.

The client is involved with the planning of the ISP, but it s tdsponsibility of the case

manager to write the plan. The clientébs pri ma
other appropriate individuals should be contacted for additional information if deemed

appropriate. It is important that the casanager have a comprehensive knowledge of the

community resources to address the needs of the client during the development of the ISP.

| SP6s should be devel oJpexific MeasurablgAtt&ndiAeR T obj ect i
Realistic, andlrime Specific. Inbrmation documented on the ISP can be brief statements that
explain the clientds situation. The document
access and maintain access to services, particularly primary medical care, gain or maintain
medication adherence, and move towards-sefficiency. Short term goals address immediate

needs, especially those required to stabilize the client or to deal with a crisis situation. These are
goals that the client can realize in the near future, suchasday, within the week or even a few
months. Long term goals are achieved over a longer period of time. These goals are usually those
that are meaningful, thus giving the client a sense of greater importance. It is important to
prioritize goals and helplients decide what is most important right now. The ISP documents the
resources readily available to help the client make immediate improvements in his/her situation.

After completing the assessment, case managers should be able to answer basis ghestion

the new client and his/her care needs. Information collected should be used as a baseline from
which to update the clientds health status an
manager and client must sign and date the ISP; hoyagarcies using EMRs may use an

electronic signature for case managers. Additionally, the client must be offered a copy of his/her

ISP andhe ISPshould be kept in the clieistchart.

Implementation requires the case manager and the client taogather to achieve the goals

and objectives of the ISP. Providing social support and encouragement to the client is as much a
part of implementation as the actual brokerage and coordination of services. In order to make the
ISP work, the case manager aiént need to determine how much autonomy the client can
exercise on his/her own behalf and how much assistance he/she needs in order to acquire the
services. Implementation of the ISP includes careful documentation in the case eaids of
encountewith the clientdates of contact, information on who initiated contact and any action

that resulted from the contact should be included ircése notes
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When to revise the ISP
The ISP should be completed for all case managed clients. Level 4 slentld have an ISP

revised at least every 3 months and Lev8Irevised at least every 6 months. The acuity scale

should be updated during this time as well. Upon revisingSRea case note must be

completed.

Case Managers must ensure that thieiohg activities are completed for all new and
establishededical Case Managementlients:

1
1
1

= =

= =

All clients should have ISP goals ediglhed after initial assessment

Develop a comprehensive ISP wittd@ days of beginning the Intake

Timely and coordinatedccess to medically appropriate levels of health and
support services and continuity of care

Continuous client monitoring to assess the efficacy of the care plan
Re-evaluation of the care plan at least eveyiBonths with adaptations as
necessary

Ongoingpassessment of the clientds and
personal support systems

ot hei

Treatment adherence counseling to ensure readiness for adherence to complex

HIV treatments
Client-specific advocacy and/or review of utilization of services

All clients should have documented evidence of coordination of services required

to implement the ISP during service pison, referrals, and followp

Case Managers must ensure that the following activities are completed for all new and
establishedNon-Medical Case Managementlients:

= =4 =4 -8 -8 -9

All clients should have ISP goals ediglhed after initial assessment

Develop a comprehensive ISP wittd@ days of beginning the Intake

Initial assessment of service needs

Development of a comprehensive, individualized care pla

Continuous client monitoring to assess the efficacy of the care plan
Re-evaluation of the care plan at least every 6 months with adaptations as
necessary

Ongoing assessment of the clientos
personal support systems
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Table 5. ISP Assessment

Standard

Measure

5.1 Conduct client eligibility evaluation every 6
months. The process to determine client
eligibility must be completed in a time frame
so that services are not delayed.

Eligibility assessment must includeaminimum:
Proof of income
A Proof of residency
A Proof of active participation in primary
care or document at
to access primary care.

5.2 All newly enrolled or reactivated case
managed clients must have an acuity scale
comprehensiveSP completed within 15 days
for a Level 4 and 30 days for a LeveBDbf
beginning the initial Intake

5.3 All newly enrolled or recertifying
ADAP/HICP client must have an ISP
completed within 30 days of beginning the
application.

At minimum, the initial asessment should cover
the following areas:

Medical History/Physical Health Status
Medical Treatment and Adherence
Health Insurance

Family/Domestic Situation

Housing Status

Source of Income

Nutrition/Food

Mental Health

Substance Abuse

Personal an€ommunity Support
Systems

Disclosure

Risk Reduction

Legal Issues

Transportation

Cultural Beliefs and Practices/Languagg
Dental

Emergency Financial Assistance
Additional Service Needs

Too oo oo Too Too Too Too T T>o T Joo To T T Too o o o

Ensure that documentation (case notes, initial
assessment,orgs essment ) i S

record.

Coordination of Care and ReEvaluating ISP

Coordination involves communication, information sharing, and collaborating, which can occur
regularly with case management and other agencies serving the client. Thoager and
agencies work together on a cdsecase basis to ensure that clients receive appropriate services

without duplication. Duringgor di nat i on

of services the

strength and accomplishments rather than fogusimshort comings or relaps€oordination
activities may include directly arranging access, reducing barriers to obtaining services,
establishing linkages, and other activities recorded in the case note.
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Table 6. Coordination of Services

Standard

Measure

6.1l mpl ement <clientds

Documentation in clie
toward resolution and outcome of each item in
clientdés | SP.

6.2 Identify and communicate with other case
managers with whom the client may be
working with. Collaboratively determingith
all parties and the client the person most
appropriate to serve as the primary case
manager.

Documentation in clie
managers with whom the client may be working
with and documentation of who is the most
appropriate person t@s/e as the primary case
manager.

6.3 With consent of the client, identify and
communicate with other service providers
with whom the client may be working. This
can occur during team meetings to coordin;
continuity of care.

Documentation of communicationn c | i e

record.

Agenda or meeting notes.

6.4 Coordination and followp of primary
medical care and treatment adherence. Clig
should have one visit with their primary car¢
provider (i.e., MD/DO, PA, and APRN) at
least every six (6) months. For cliemtbo
have not had a visit with their primary care
provider, the case manager should foHopv
with the client within 30 days to determine

barriers to care and adherence.

Attendance at medical visits.

Documentation of referrals to primary care and
follow-up within 30 days.

Re-evaluating the ISPi The case manager must complete an assessment of thés cliegds in
accordance with the Activities by Acuity documadnts critical that the ISP be updated in
collaboration with the clientonsiderinchis/her priorities and perception of needs. The ISP
should be revisedt leasievery 6 months, including any new goals identified and completed.
This includes a revaluation of health issues related to HIV and-kidY, resources available to

a client, awvell as compliance with treatment adherence. The case manager will ensure that

persons living with HIV/AIDS and not accessing sing primary medical care could still
receive other supportive services if desired. Access to other HIV supportive se3Vvioes i
conditional upon access to, waof primary medical care.
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Table 7. ReEvaluating the ISP

Standard

Measure

7.1 ISPs for medical and nemedical case
management clients should ensure that all
areas of assessment have been completed
updated iraccordance with the Activities by
Acuity Level document.

7.2 ISPs for ADAP and HICP clients should
ensure that all areas of assessment have b
addressed and updated at least every 6
months.

At minimum, the assessment should cover the
following areas:

Medical History/Physical Health Status
Medical Treatment and Adherence
Health Insurance

Family/Domestic Situation

Housing Status

Source of Income

Nutrition/Food

Mental Health

Substance Abuse

Personal and Community Support Syste
Disclosure

Risk Reduction

Legal Issues

Transportation

Cultural Beliefs and Practices/Language
Dental

Emergency Financial Assistance
Additional Service Needs

Too oo Too Too Too Too Too Too To Joo T Jo Jo Jo T T o o

Ensure that documentation (case notes, initial
assessment,or-es sessment ) i s
record.

7.3 All medical andnon-medical case
management clients must have an Acuity
Scale ad ISP revised in accordance to the
Activities by Acuity Level document.

The following information must be provided for
each area assessed on the ISP: Identified Need
Goals,Interventions/Timelines, and Outcomes.
Documentation (case notes, initial assessment,
reassessment)inl i ent 6s recor

Termination of Case Management Services/Discharge Planning an important component
of medical and nomedical case managemenhere are legitimate reasons for terminating

medical case management services with a client, but keep in mind that termination should never

be assumed. A good faith effort must be attempted and clearly documented in tiie chiarit

prior to discharge &ém case management. For example, clients may be very difficult to locate for

numerous reasons, such as recent incaroer&xtended hospitalization, homelesssor in

transition.
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Table 8. Transition and Discharge
Standard Measure
8.1 Discharge &lient from case management [Document ati on exi sts
services if any of the following conditions | for discharge.
apply:
A Client is deceased
A Client requests discharge
A Clientdés needs cha
better served through primary case
management at another provider ageng
A 1 f a c | nseutthedagency, case
manager, or othaglientsat risk (i.e.,
terrorist threats, threatening or violent
behavior, obscenities, harassment or
stalking behavior).
If client moves/rdocates out of service
area
If after repeated and documented
attempts, &ase manager is unable to
reach a client for twelve (12) months.
A If the client no longer meets Ryan White
eligibility requirements.

Section 6: Documentation

Documentation is a key meaoscommunication among interdisciplinary team members. It
contributes to a better understanding of aclientantdil@sr f ami | y/ car egi ver 6s
allows for interdisciplinary service delivery to address those needs while reflecting the
accountability and involvement of the case manager.

Documentation is an important process that facilitates and explainserkietes were provided

and what actions were taken. Good documentation will facilitate communication between service
providers and ensure coordinated, rather than fragmented service provision. It is important to be
able to provide relevant client infornian at any given time. This is necessary for the legal
protection of both the agency and the case ma
happenedo. Documentation runs concurrently th
and should be ewise, accurate, uip-date, meaningful, and consistent. The following

information should be documented: history and needs of a client; any services that were

rendered; outcomes achieved or not achieved during periodic reviews; and any additional
information (e.g. case conferences, email exchanges, consultation with others, and any additional
exchanges regarding the client). Case note documentation should be complete so anyone reading
thecasenotes can understand who this client is, what brought thene wiffibe, what goals

were established, what is the plan, what interventions veeds and what referral/followp

will happen, if any. It is also useful to record contact and other details of agencies used, such as
phone numbers and contact names oh&rpreter service, or the hours of availability of a

service provider for future reference. Language in case notes needs to be strengths based.

Last Revised!/102018 Page22 of 55



[E——] CascManagement Standards

Documentation must ensure that the following activities are being completed for all new and
established caseanagement clients:

New

Standardized Case Management Intake

Acuity Scale

Acuity Scale completed and leveled in accordance with the Activities by Acuity
Level document

ISP

Case note

= =4 ﬁﬁﬁ‘

Established clients
1 Acuity Scale updated every@months and leveled eccordance with the
Activities by Acuity Level document
1 The ISP updated every@months and leveled in accordance with the Activities
by Acuity Level document
1 Case notes documented in cli@nthart, in accordance with the Activities by
Acuity Leveldocument

In an effort to standardize documentation and be in alignment with federal guidelines, all case
note documentation must be reflective of how healthcare outcomes are being improved as well as
how providing guidance and assistance is improvingsscteservices for clients 2017, the

Georgia Ryan White Part B program adopted two standardized formats for documenting

case notes for charting: 1) APIE (Assessment, Plan, Intervention, and Evaluation); and 2)

SOAP notes (Subjective, Objective, Assesamt, and Plan).Medical and NofMedical Case
Management services are provided by matbemanagers andursecasemanagers. Thaurse
casemanager is oftefunctionsin a dual capacitasbothnurse andcasemanager, which means

he/she islso expected tbe in compliance with Georgia Case Management Standards during
service provision.

Thecasemanager will have the option of using an APIE or SOAP note fomuegecase

managers can continue teeuthe SOAP note format for documentation in client chaRIE is

a format that condensetient statements by combining subjective and objective information into
the Assessment section and combining actions with the expected outcomes of client care into the
Plan component. The four phases of APIE are:

f Assessant i nf ormati on about the clientds pr
facts, some historical perspective, and

1 Plan a plan is developed in order to address the identified need of the client

1 Implementationspecific task or action steps that need to be taken in order to

fulfill the plan

1 Evaluation provides a means for accountability in ensuring that the plan is being
worked on and progress is updated. It should include timelines and specific
measurable outcomes
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A SOAP note is another documentation formsgad t o document in a clien
parts of SOAP note documentation are:
T Subjective: desreeptionokteiconditien incnariatyenform s
1 Objective: documents your perception of ttientés physical state or status
1 Assessment: detaithe assessmeant presenting reason for the visit
1 Plan: describes the plan for managing the d&eobncerfcondition

The strength of case management services provided depends on good documetitation in
clientds records. Charts should include:
1 Important enrollment forms and information such as Intake forms, consent for
enrollment forms, release of information forrate.
1 Client information used to develop the initial assessment and the individualized
service plan (ISP), monitoring activities, and revisions to the ISP
1 Medical information and service provider information, and confirmation of
diagnosis
1 Benefits/entitlement counseling and referral services provided. Documentation
should include assistae in obtaining access to both public and private programs,
such as but not limited to, Medicaid, Medicare Part D, Patient Assistance
Programs (PAP), epay cards, AIDS Drug Assistance Programs (ADAP), other
state and local healthcare documents and supp®ervices
1 The nature, content, units of case management services provided and whether the
goals specified in the care plan have been achieved
1 Whether the client has declined services at any time while being an active client
in case management
Timelinesfor providing services and 4&valuations
Clear documentation of the need and coordination with case managers of other
programs
1 Entries should be documented in chronological order. Do not skip lines or leave
spaces
1 Be specific, use time frames, and quioias if indicated. Avoid generalizations
with documentation
Avoid labeling or judging a client, family, or visitor in the documentation
Use a problem oriented approach: identify the problem, state what was done to
solve it, and document any follewp ingructions including timelines as well as
the outcome
1 Document all interactions with the client, outside organizations and other
consulting disciplines

= =4

General Documentation Principles
Follow general documentation principles including:
1 Document in ink oly
T Record the clientbdés name and i dentifier
on every page
I Record date on all entries
1 Document thelurationof the encountefi.e., 15 minutes, 30 minutes, 1 hour etc.)
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1 Ensure the type of encounter is identif(éateto-face, telephone contact,
consult, etc.)

1 Personnel must sign all entries with full name and professional title.

1 Ensure that entries are legible

1 All entries should be made in a timely manner (i.e., the same day). Late entries
should be clearly indated as such

1 If an error is made, then make one strike througtial and date the errodo not
use white out under any circumstances

1 Thoroughly complete all forms, applications, and other documents with the most

accurate information available

Do notalter forms, applications, or other documents

Do not forge signatures (i.e., do not sign for the provider (MD/DO, APRN, PA),

client, etc.)

= =

Note: Submission of incomplete, inaccurate, or altered applications may result in delays in client
services. Submigsn of incomplete ADAP applications will result in the delay of medications to
the client.

Table 9. Documentation

Standard Measure

9.1Each agency must have a documentation | Written policy on file at provider agency.
policy.

9.2 Case managers must participate in Training records in personnel file.

documentation training.
9.3 Case managers must ensure that appropriat| Documents maintained in the cliéhtharts.
signatures are on all applicable documents.
9.4 Casemanagers must documieall interactions | Documents maintained in the cliéhtharts.
or collaborations which occurred on cliént

behalf.

O95Each clientés case mClientchartcontains all relevant forms, proof o
complete and include all relevant forms and | eligibility, ISP, case notes, and other pertinent
documentation. documents.
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CLIENT INTAKE [0 New Client [] Updated [J Reactivated Client
Date: SOC. SEC. #: Client #:

PERSONAL INFORMATION

LaST NAME FIRST NAME MIDDLE INITIAL MAIDEN NAME
STREET ADDRESS CITY/STATE ZIP
ALTERNATE ADDRESS CITY/STATE ZIP

O.K. to Mail to Mailing address [J YES [JNO  Anonymous return address requested [] YES [] NO

/

COUNTY AGE/DOB GENDER
( ) May we leave message? [ ] YES [ JNO Message/Day Phone ( )
HOME PHONE

Discreet message only: [ ] yes[ ] No  May we contact you at work? [] yEs [] NO

PHONE ( )
ETHNICITY: [ HISPANIC/LATINO  [JNON HISPANIC/NON LATINO
RACE: [OJwWHITE [ BLACK OR AFRICAN-AMERICAN ] AslAN [J oTHER
[ NATIVE HAWAIIAN/PACIFIC ISLANDER [] AMERICAN INDIAN OR ALASKAN NATIVE
PRIMARY LANGUAGE NEED INTERPRETER [ YES [ NO
KEY CONTACTS
EMERGENCY CONTACT RELATIONSHIP PHONE NUMBER
()
AWARE OF STATUS? [ ]YEs[ ] no
HIV/AIDS PROVIDER ()
PRIMARY CARE PROVIDER ()
DENTAL ()
MENTAL HEALTH ()
OTHER AGENCIES WORKING WITH CLIENT ()
Place Client Label Here
Case Managers Initials:
Date:
lof6 Case Management Intake Updated 4/10/18
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HEALTH INSURANCE (Check all that apply)

[0 Medicaid/QHP # [ Private Ins.
[0 Date of Medicaid Eligibility OID#
[ Medicare A& B # [ Medicare D Provider
[J Veterans Benefits# [ Dental Insurance
[J] ADAP [J Not Insured
ARE YOU EMPLOYED: []YEs [NO AWARE OF HIV/AIDS STATUS? [] YES [JNO
EMPLOYER
ADDRESS CITY/STATE/ZIP CODE
EDUCATION
Highest grade you completed in school?
Do you have difficulty reading? Oves [Ono
Do you have difficulty writing? Ovyes [ONo
HIV STATUS
O HIV positive not AIDS [ HIV positive, AIDS status unknown [0 CDC-defined AIDS
Date tested positive Date of AIDS Dx:

Transmission Category (Check One)
OMsSM  [J MSM/IDU [ Heterosexual [ Unknown [0 Occupational Exposure
JIbu [J Maternal/Child [] Undisclosed [1 Blood Products [] Other

NON-HIV RELATED CONDITIONS

MEDICATIONS - Including all current medication, prescriptions, over-the-counter & experimental
MEDICATION PURPOSE DOSE FREQUENCY  BEGAN/REFILLED

Do you need help obtaining medications? [JYyEs [] NO

Place Client Label Here
Case Managers Initials:
Date:

206 Case Management Intake Updated 4/10/18
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ADHERENCE NEW TO CARE [ YES [NO PREVIOUSLY IN CARE [ YES [ NO
On the average, how many appointments have you missed within the past 6 months?
[J None 01-3 O3-5 Os-7 0 7 or more

What keeps you from attending your appointments and how can we help you to keep your
appointments?

Are you presently taking or have you ever taken medications for HIV (antiretrovirals)? [] YES [] NO
What do you do when you have side effects?

On average how many days per week would you say that you missed at least one dose of your HIV
medications? [0 Everyday []4-6 daysiweek []2-3 days/week [J Once aweek
[ Less than once aweek [] Never

What keeps you from taking your medications?
What is the hardest thing about taking your medications?

Would you like more information about medications for HIV? [J YEs [] NO

LIVING SITUATION
[ Apartment [J OwnHouse [J Rental House [J HUD/Section8 [ Adult Foster Care
[ With Friends [0 With Family [ Transitional Housing  [] Hospice
[J Emergency/Shelter [0 Homeless [ Skilled Nursing Facility
[ Personal Care Home [ Other

Describe current situation (Stability, safety, affordability)

HOUSEHOLD MEMBERS
MARITAL STATUS:  [] MARRIED [ sINGLE [] DIVORCE CJwiDOWER [] PARTNER
NAME RELATIONSHIP TO CLIENT PHONE # AWARE OF HIV STATUS
[Oves [no
[ves [no
Oyes [no
FAMILY MEMBER(S) WHO ASSIST WITH YOUR CARE
Oves Ono
Oyes [no
HOUSEHOLD MEMBERS LIVING WITHHIV [] YES [] NO WHO?
FAMILY DEPENDENT CHILDREN
Do you have dependent children? O YEs [J NO Names/Ages
If yes, do they live with you? O vyes [Ono
Do you have any issues related to child custody? [JYES []NO
If yes please explain:
Place Cllent Label tere Case Managers Initials:
Date:
Jof6 Case Management Intake Updated 4/10/18
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[E—] CaseManagement Standards

TRANSPORTATION

Is transportation available to you? [J yes [NO
Own car? [J Yes [ONo Public Transportation [J yeEs [JNO
What problems have you encountered with transportation?

Does the client need help obtaining any of the following? OO yes Ono

O Clothing O Food 0 Food Stamps O Housing O Income
Access to Food Programs? [J vyEs (O NO

If yes, which ones?
Other Household/Personal ltems (Toiletries, cleaning supplies, etc.)

LEGAL ISSUES Ovyes [ONoO

Do you have the following (Check all that apply)
O Trust O will [J Advance Directives of Health Care
[ Financial Power of Attorney

Guardian/Conservator for: O Self and/or [ Dependents

If you have a Power of Attorney, who is Power of Attorney?
Do they know your HIV status? [(J yes [ONO

( )
Name Phone Number

Address City/State/Zip

Have you ever been arrested? Ovyes [Ono

Have you ever been convicted of a felony? Oves [Ino

Do you have/ever had any restraining orders against you? Oyes [OnNo
Have you ever been incarcerated? O ves [OnoO

Are you currently on probation/parole? O vyes [Ono

If yes, name of probation or parole officer/phone:

Place Client Label Here B
Case Managers Initials:

Date:
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